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ABSTRACT 

An ad hoc committee of the American Group 
Psychotherapy Association (AGPA) was charged to investigate the use 
of group methods in Community mental health centers (CMHC) , to assess 
the conceptual basis for the use of various group methods, to relate 
the use of group methods to group psychotherapy, and to evaluate 
trends in this area of mental health programming. Although group 
methods are being used in each of the ten defined areas of CMHC they 
are not a generalized modality of treatment. The farther one moves 
from the traditional mental health definition of patient populations 
and professional roles, the less group methods are used. The most 
important implication of this discussion for AGPA is to suggest the 
broadening scope of the mental health therapeutic systems. The group 
psychotherapy movement and AGPA grew out of a larger social and 
therapeutic movement. Thus to focus exclusively on group 
psychotherapy per the AGPA definition may unnecessarily constrict the 
contributions AGPA can make to both the therapeutic and community 
mental health fields. (Author/RSM) 
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Outpatient Services 

Here Is where we see the nejor use of group treatment methods, with 73Z re- 
porting the use of Intensive outpatient psychotherapy groups. This figure is misleading, 
for again treatment philosophy varies widely. Thus one CMHC reported that *Ve are Indiv- 
idually oriented and use no gropps’% while another clinic said "ours is a pispsosa- 
psychoanalytic orientation, we have one behavior therapy group and that*s it". On the 
other hand, some QXSLC report that their program is group-oriented and if at all possible 
all patients are placed in group therapy — reporting as many as 41 groups in center. 

As with the inpatient services, those group methods id^lch bear the closest rela- 
tionship to traditional therapy concepts and professional roles are most widely reported 
(familly therapy-59X, parents groups-49%). 

Groups with a less intensive therapeutic focus, that is, more supportive or 
maintenance, for crisis problems, or chronic patients, are less widely used (small dis- 
cussion grottpt-51%, after-care groups-40%). Hhile group methods which might be seen as 
having low therapeutic potency, or having treatment goals not directed at distinct 
personal change but restoration of social f?inction have a markedly lower use rate (large 
discussion grottpa-19X, drug group8-25S, multiple family group8-27X, diagnostic-intake 
groups-20Z, social network groups-lSZ). 

This data raises a questioiUUs to how far CMHC program concepts have moved from 
the treatment philosophy of intensive therapy directed toward major personal change. Zf 
it is possible to suggest an interpretation of these figures, it is that the major 
thrust of outpatient CMHC services continue to be the continuation of a preponderant 
emphasis on traditional goals of mental health services, with a minor use of group 
methods at social maintenance or social restoration of function without changing 
personality structure. 

Pattial Hospitallmatioa Services 

As with the other services discussed, the most common group method used in the small 
discussion group (43Z), with 25Z reporting the use of large discussion groups and 23Z com- 
munity meetings. Since partial hospitallxatlon programs tend to follow the pattern of 
the associated Inpatient service, the relatively low rate of use of groups related to 
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Qurastionsaires \^ere aeufc eo -lie 52 in.ir.taX •i-a.ilsh csBcer?.^ curreat-ly 

federally fimlsd and operat5.osal'“'“'-ch:l2fiy in crit-aa arsasj u2 .*. 

health program listed hy Wim as .^peratiBg in 7:w:al areas, a-4 tc the 2!.2 me..inero ci 
the American Association cS Co^a'^eilty Clinic ar.d Center: Psychiatrists. C;i-t oi* tni£ 
total of 409 enqiiir-lea over 120 re.pliee frcui -.era ratu-ed of ff-eac- SC- 

pra?ided com)?lete informstior,. for JroT. chc 1-4 CMQ bQ ufc^srd'.la ra.CA.Kfi 

reciltved. Thus the survey repj.-esents EpprDsims.teiy oi ic auti. iefo j.e. vda». 

additional data from other community usogr-sms^ /d though The iUita canned: la coas.ttle i avi 
definitive, it does reflect a broad sampling of a v?lds rans-s of dilHC sci:os3 r.aa bnitad 
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group methods la CMBC. Eaeh of the ten earvices will be tlisfjissed in te.rms oj; gtet.f 
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Inpatient Services 



Host CMHC do not make extensive use of ss'cif-P Srsstaeat methods on thiix inpatient 
services. Although some CMEC do not have inpatient services, St -.ms rate tlist: e C»1C 
i...>-s the utiliaation of multiple inpatisnt group mattedf.. Host CifflC reported only 

the use of one of two group methods. 

The moat frequently used group rastha-5 is sesma type <€ s.otiv:.ty group .,■■■•.>•’.) • 

This is not too surprising in view of the fact that uut:f.-viey S-°«PS have ’seen pare of 
hospital treatment programs since the 1930 >c and havo bean feorporatud Into the saaaral 
philosophy of hospital treatment programa. The remaining arou? methods «xa used by «a«- 
fourth to one-third of the CMHC. Hext in frequency (34%) are email intensive psycho- 
therapy groups conducted with a group of patients from the ward , hut not invoiviag the 
tPt,, ward population or staff. Again this reyreaaacs a traditional approach to treat- 

ment that haa been established over the past: .50 year;?. 

It Is note^iorthy that most significant advance in hos'pifceX inpst:'exii: tT.w.tiuei.r., 

namely the concepts of milieu thsrepys ql'.ss'.lirg -'cb/!. er'i.rx :.*u.eih i>-: 









ward aerwiaa is aot strongiy rspraaentei J.i p':og!:a'a3> Srivs ^xgiASrlcani;,',?., 
was uacosnoa to find a C.«C repost t'ho i-,ya:aenti! -is.i oi; all ,-jSoJV anthcd-: tiiat oa-'. 
wottXd expect fio find ia a a-'st®Dae;ic ’ailUn sr3a-;sanr piMs-ras, r-.w. :.ha hir^U gsoaj 
ascliod, nsimely miliau sissSings are tlja iraa-st in aamjes (54%), b.'i; ie maU sn.' Turge 
discussion ssoups are mors ofssa n.aed C32.5K diEsUac Sanci.a ;o s-.ppart oks sllnifcji 

olissrvatloa feaS tbesa is sigsificsEt prcfassionii. r.-:sra::uaJ8a sBO«-„ ...h- U;<=9.v5- and 
Sica o£ milieti Siierapy. Thus cngacusisd or uaeir^.ctusad Ecatiags c.i p-i-tsea-xs s •■« vcr.!. 
programs, or aeftivisy groups are irsqaantif subsrmad ar.dsa: miU&i Shsrsiw. le-rfng 

tcwcUed tha basis isen. 2 s of the soGla/- of tne ^=7iS.e-d. 

Of course, fis Joiien a9oS) has not.^d i.;i his? 7.-.:,apetiSav U5 on re.lto 

treatmeat, the cisacepts of milieu treater/it: rep-ir>.se'.it irlsKific?siu :iD=?.-.ier^tus;‘ ai4 

Cff.X dlfferea'seis from tbs traditi©i?.<?J. app?-oach to .— 

authority and |io;f&ro 

It is iaterestl'ig tc- riote thst ismily thesr-apy rxiathcie- l*nJrC) s.nd host iir..-;-) 

receive as niuch or more attention tkmn do group aiethoas. Oas int&zgmt&ttoi- 

of this trend U is that thcsa family tteatnsst lusthc^s srs much cAos^t to 

traditional coEcapt& sad methocs of payeh-: sherap-v'c Hencis althc-isgh thesa metboc.e 

were gancrsUy lntxodv,c.ed onlj shout 3 ago they have n^are rea<i;^r 

afced into praetltie than tlie milieu g?:oup s:athc4G intraduced 2'S years ago-> but: whiah. '.'e.- 
quire a more basic shift in the premlsas c^f trsal:aeun a?ul In che aonduct of protasai^uis.?, 

roles. 

aae final point can be mads.. la the individual qmeatiomnaires it tonnd th^t 
most CMHC would uaa one or twe group methods and usnsllr ^5ondu.-,t only a nmvoav ot 

such groups. At the other extreme ho^'^avetp were e minority £'f CiJtO mat hssi .irt^cu^sted 
a system philesophy for the use of gsaup inesiiodso in theae there -A-ao a large ^.or.gxJ: 

of gromp methods employed tfhich Xf^re often daserihea an ming uced in campIeaentsSy 
fasbi-on to eseb. other; and a large ro^EibEir of groups ^rouid alf?o be txaedo In othej. wc?.ds. 

i'.f a CMKC does not have an cirticui.ated ixeatment ph:U.4>gopliy loa regfiird to j.t. 

appears tlxat group a\etho4s tend to he ei;rpj.oy©d in a ajotemgitic siid ecl’.erent luo1i.KC>n 
and tmd to be minimally used at tiurt- an articul^t'acl .jroup pbLlojopay Uiivlt. 

to produce a large system of T'-->v.p ''•©thoa^A s» j-noaticat 



Outpatient Semrlceg 

fiere is where we see the najor use of group treatment methods, with 73% re- 
porting the use of lotensive outpatient psychotherapy groups. This figure is misleading, 
for again treatment philosophy varies widely# Thus one CMHC reported that *’we are indiv- 
idually oriented and use no gropps”s while another clinic said “ours is a pfeyooew* 
psychoanalytic orientation, we have one behavior therapy group and that*s it”. On the 
other hand, some report that their program is group-orlented and if at all possible 
all patients are placed in group therapy— —reporting as icany as 41 groups in center. 

As with the Inpatient services, those group methods which bear the closest rela- 
tionship to traditional therapy concepts and professional roles are most widely reported 
(familly therapy-59%, parents groups-49%). 

Groups with a less intensive therapeutic focus, that is, more supportive or 
maintenance, for crisis problems, or chronic patients, are less widely used (small dis- 
cussion grottps-51%, after-care groups-40%). Vhlle group methods which might be seen as 
having low therapeutic potency, or having treatment goals not directed at distinct 
personal change but restoration of social f?inction have a markedly lower use rate (large 
discussion grottps-19Z, drug groups-251, multiple family groups-27%, diagnostic-intake 
groups-20Z, social network grottps-13Z). 

This data raises a question^as to how far CMHC program concepts have moved from 
the treatment philosophy of intensive therapy directed toward major personal change, ff 
it is possible to suggest an interpretation of these figures, it Is that the major 
thrust of outpatient CMHC services continue to he the continuation of a preponderant 
emphasis on traditional goals of mental health services, with a minor use of group 
methods at social maintenance or social restoration of function without changing 
personality structure. 

Pattial Hospitalisation Services 

As with the other services discussed, the most common group method used In the small 
discussion group (43Z), with 25Z reporting the use of large discussion groups and 23% com- 
munity meetings. Since partial hospitalisation programs tend to follow the pattern of 
the associated inpatient service, the relatively low rate of use of groups related to 
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the toclal system characteristics of the service is consistent ^th the trends noted 
for Inpatient services* 

However, it is significant that the early esperiiaenta with day hospitals 
and partial hospitalisation laid strong emphasis oa the use of cooaunity group inter- 
action and UBS of group methods as a major dimansion of a partial hospitalisation 
program* (Cisonaing and Cussslng, 1962; Edclson, 1969; Glasecote, et al 7.969; X»aixib, 3.967) 
This data suggests that as partial hospitalisation has become incorporated into C^^HC 
programs the original treatment philosophies and concepts have not ficcompanied it* Thus 
the concept of partial hospitalisation may have been strongly influenced by traditional 
inpatient treatment philosophies which has changed the treatment concept of partial 
hospitalisation from the original goals and methods of the originators of this type of 
treatment program* 

Smergency and Diagnostic Services 

Here group methods are minimally used (diagnostic groups - 10%; crisis or brief 
therapy groups - 202) . It is here that mental health conepets may find the clearest 
expression of differences. Tliosc who hold that ^extensive knowledge of the individual 
personality and gmnstic bakkground is essential to diagnoeis and treatment indicated 
that groups were inappropriate for either diagnostic appraisal or the treatment of 
emergency situations* 

On the other hand, there were some CKHC mo suggested a very different concept 
of mental health, namely that the moat inportane diagnostic information had to do^ with 
current Interpersonal functioning* In the view of those professionals, the use of group 
diagnostic methods is the method of choice* Most frequently the diagnostic groups con- 
sisted of family or social relations of a nominated patient; while soiae CMHC reported the 
use of diagnostic groups of non-related persons. Similarly, eaerEency treatment accord- 
ing to this mental health philosophy can best be carried out in terms of dealing with 
interpersonal interaction patterns in either family groups or non-related groups* 
(Abrahams & Enright, 1965; Bloch, 1968; Dillon, 3.965; Fattison, et al, 1965; Sadock, 
et al, 1968) 

However, at the present time, most C^IHC state quite exp3.icitly the importance of 



rLndivldual diagnoatie and euargeney tervicca. Thin position saems to be determined 
more by a philosophy of personality and treatment > rather than from escperlmsntatlon 
or clinical trial of group uiethoda in this area. (Peck & K^aplan? 1966) 

Community Consultation and Sdueation Services 

A majority of CMRC report group methods used in ccmaiunlty consultation 

(66%), with a smaller number active in commualty education (46%)# Again there la wide 
variation in the degree of such activities. Thus some QiHC use group methods only In 
occasional consultation and education ifprograms, while in other CHldC! the use of group 
methods in consultation and education appears to be a very major activity involving a 
large number of personnel and their time, and involving many parts of the community. 
Consultation is the major activity, and consultation to defined agencies is most often 
found (66%). This is not d usumpected in that this no doubt reflects liaison In regard 
to traditionally defined mental health problems. However as one moves away from direct 
clinical concerns there is a drop~off in activities. Thus consultation to community 
groups without clinical concerns is 41%, to social action groups is 31%, and the sponsor*^ 
ship of natural communtly groups is 36%. In terms of primary prevention concepts of 
comounlty mehlial health one finds much less invclvem ent in the community than with con- 
sultation and education related to seccndard or tertiary prevention. (Altrocchl, et al^ 
1965; Blosiberg 1958; Kevin, 1963) 

Training Services 

Here data was compared for professionals and non-prof es 8 lonal 9 , because a major 
concern in community mental health programs, especially in urban areas. Is for the 

employment and training of Indigenous and ether non-professionals. Further, training in 
mental health services Is a siajor pathway suggested for movement of the poor unskilled 
Into new positions of social competency and social participation. In almost every in- 
stance CMHC offer less traln^g to non-professionals than to professionals, although 
this nay not necessarily imply either a positive or negative finding, particularly in 
CMHC programs where the target population consists of socially eompetent people, such 
as a suburban population. On the other hand, work and training for non-prof esslonsls migh 
well be a major activity of a CMRC serving an urban ghetto. 
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Here again » those group methods most closely related to traditional therapeutic 
goals and roles are most frequently taught. Thus group therapy methods is the nost 
frequent training (A3%), followed by teachlns of group dynamics (39Z), and then observa- 
tion of gooups (36Z). However these training group methods are not particularly unique 
to CMHC programs as distinct from traditional mental health services. When one exaal/i:s 
the training offered in group methods most unique and particularly germane to SIHHC 
philosophy and programming only about one-fourth of the CMHC offer training in the/e 
group methods: community organlsatlon-20Z» group con8ultation-24Z» group work-26*)* 
group social action-llZ. One interesting question this data suggests* is the degree to 
which coBfiBunity related mental services are being Implemented in CMHC and to what degree 
CMHC are providing traditional mental health services In the community according to 
traditional models of health* Illness » and intervention. 

One someifdiat surptlsing finding was the fairly large number of CMrx: providing some 
type of personal group experience for trainees (41Z). Some CMHC reprrted the extensive 
use of group sensitivity laboratdries not only for staff* but as a service to the commun- 
ity. (Gottschalk & Pattlson* 1969) In several CMHC this is a maj^/r conmuntiy activity 
of the professionals. Again this fact suggest the continuation 'iUd extension of the 
traditional mental health concern for personal growth and less concern for the nurtur- 
ance of human social activities. 

Research and Evaluation Sirvtces 

In view of the relatively slow growth of group psychotherapy research in general, 
the fact that 24Z of CMHC report some group-related refcarch suggests that the community 
mental health movement may spur the growth of group research, particularly in relation 
to innovative group methods. 

Summary of Group Mtethods used in the Ten CMHC Servf.ees 

Of the large variety and types of groups su};gested in Che questionnaire sent to 
CMHC, all were used to some extent. Some CMHC use vary few group methods or even eschew 
the use of any group methods. Other CMHC use group methods in a spotty and sporadic 
fashion, one might say even in an idiosyncratic fashion. And other CMHC have developed 
very explicit and articulated conepts and methods for the use of groups. 
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' C»„p methods ate being teed In each of the ten defined services of e CMHC. 
the most frequent service, vhere group, are used ere In outpatient service., «>d then 
in co«mlt7 consultation and education services. Group methods are least us«l In 

emergency and diagnostic services. 

Group methods are however not a generalised modality found in CMHC. Only tradi- 
tional intensive outpatient psychotherapy groups are used by a large msjority of CMHC. 

The farther one moves from traditional mental health definitions of patient pepuletion 
end mental health professional roles the less group methods ere used. However, this 
not reflect attitudes toward the use of groups In these less traditional manners, 
hut merely the fact that CMEC services cluster around more traditional services and lea. 
emphesie In generally given to the non-treditlonel services and functions. 

Ugfe of Grotipg St aff Pmiction Sei^icee 

since th«re has been considerable dl.cu.slon about staff patterns and relationships 
1„ CMHC wc also sought date on the use of group methods for staff functioning. Although 
there hee been much discussion In the literature on the Importance of staff function on 
the treatment end behavior of patients a minority of CMHC use group methods to deal with 
steff functioning. (Artis. A Schiff. 1963; Schiff. 1969) the exception A. outpatient 
service (66%) . Only 40% of inpatient earvlces have group staff meetings, which corre- 
lates with the low number of mUieu programs reported. Most CifflC apparently do not dis- 
tinguish between work-t.sk issues end staff relationship Issues. Only 13% of CMHC have 
group meeting, for dealing solely with steff loeues. although 40* report meeting. 

which concera staff relations. 

Croup Orientation of CMHC Staff 

Pinally to assess orientation toward group methods In CMHC we obtained date on 
CMHC etaff who had group training and those who were using group mebhods. Approrlnately 
half of the U60 personnel in this CMHC survey have had some type of group training and 
about the same number (although not necessarUy the same people) use some type of group 

methods in their CMHC work. 

Interestingly, psychiatrists were the lowest in using group methods and psycholo- 



gist. were the highest. Most of the lower echelon personnel, nurses and non-professlona) 



rfo not have training in gsrotap laathcd* and do not use group nethoda 
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Most of the CMHC reported that the mental health professionals whom they hired did 
not l^ve any training in group methods. Since the use of groups Tfas felt to be a 
necessary activity the CMC then undertook to provide inservita training in group 
tVttittiRg- methods for their staff. Thus the number of CMHC staff possessing some group 
training does not reflect the training providing in the mental hcilth professional schools 
The fact that a large number of CMEC do provide group training of some type supports 
the importance which many CMEC programs do give to group concepts and methods* 

II. rogrcSPTPAL APPROACHES TO THE USE OF GROliP IjgTHODS _IN (MC * 

The general Conceptual Issues 

The conammlty mental health movement has been alternately seen as a mwement to 
solidify reactionary treads in mental health services or as a revolutMnary social 
and political movement. Perhaps both analyses are correct, and It may bo that there 
are explicit and implicit proponents of both positions. Those who see the community 
mental health movement as potentially reactionary point out that CHHC programs nay be 
established in communities that follow the current societal definitions^ of health and 
illness snd provide an extension of mental health services that maintains the same type 
cf therapist-patient relationships that have been exemplified in the "Instltutlonalltis” 
attitudes documented in many recent studies. In this view the CMHC perpetuates the cur- 
rent societal attitude toward mental Illness and associated deviancy; perpetuates a view 
cf human behavior that ignores the importance of social relAtionehips, and perpetuates 
nodes of treatment that arc too expensive , of dubious merit, and continues to be rela* 
tlvely unaccessablc to the bulk of the population who most need mental health services. 

Those who see the community mental health movement as potentially revolutionary 
point to the expanding involvement of community mental health personnel in many areas 
of community life and action. Critics deplore this involvement beyond the strictly 
clinical concern for those defined as mentally ill, while proponents hail such involve- 
ment as a break-through which will free mental health concerns fron\ the rigidities of 
traditional definitions of the mentally ill, the traditional definitions of the goals 
of treatment, and the traditional means of intervention. In the revolutionary view 

the community mental health movement is seen ao merging imperceptibly into the tasks of 



social. malntenanc£sv> social welfare, and social action. 

Although this la presented in polar cxitrerasa, aost CMHC probably fall along a 
wide continuum, depending on the views of the staff of a G4RC and probably to a signi- 
ficant extent depending upon the comauaity Involved. 

As already suggested In the Survey results the use of gooups In CMRC programs 
may reflect to a significant degree the conceptual philosophy of that CMHC* For example. 
If a CMHC views mental illness as primarily an Intrapsychic process for which personality 
reconstruction is the major goal of treataaent, then the construction of CMHC programs 
will probably be structured to recruit patients who will fife this mold, or else experience 
“organizational strain" with the community. Further, with this orientation one would 
expect rather traditional group methods to he used which were synchronous with these 
traditional treatment goals. Such a CdEC program would probably tend to accept the 
current social definitions of who the patient la to be treated and would hot develop 
programs and use gtoup methods that involved noa-patiants or aimed at goals other than 
the treatment of personal psychopathology. 

A more mediating position might conceive of menftal dysfunction in a broader con- 
text and seek to develop CMHC programs involving significant others such as family and 
social relations. Such CMHC programs imy be expected to develop programs aimed at 
social reriabillttfeion and increased life effectlvaness. In such programs one might 
anticipate an emphasis on sccializatlon experiences in each of th«. various clinical 
treatment services and employ a large gamut c-f group treatment methods. However such 
CMHC might well not define their role as a social agent in the larger comnunlty and 
might contain their efforts to those defined as mentally ill and those in close rela- 
tionship to them. This would appear to be the predominant philosophy of most CHBS. 

Finally, there are some CMKC programs who view their task as addressing the social 
processes of the community— the manner by which the mentally ill are defined, how social 
deviants are funnelled to various Institutions of the community, the social and cultural 
processes that are seen as the anlage of mantel deviance. Such CMHC might well question 
the use the community v/ishes to make of their services, may attempt to change community 
attitudes and actions, and may well seek to use group methods that are not in the strict 
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sense ''trestaent^' but are aimed at addressing b&slc processes in the eoBsnunlty* Here 
treatment takes on a larger » more diffuse and less specific definition. (Klein, 1968; 

Peck, Kaplan & Roman, 1966.) 

Conceptual Issues of Psychotherapy 

The data our survey pertaining to conceptual approaches to the use of group 
methods in CMHC indicates th&t the basic conceptual issues do not relate directly to 
group methods. Rather, the basic conceptual questions pertain to concepts of psycho- 
pathology and treatment issues, as uell as the larger issue of the role of the whole 
mental health enterprise. 

The CMHC movement reilects an attempt to synthesize two rather disparate social 
systems of mental health care. The first system la the tiH.it traditional mentkl 
hospital system of care. People who developed socially disruptive behavior and were 
defined as mentally ill were extruded from society and sent to the mental hospital for 
treatment of their devianey, with the expectation that the treatment would return the 
person to his pre-morbid capacity to function in his society. The treatment task of 
the psychiatrist was to redress the deviant behavior. 

The second system was that of psychotherapy. Here the person was not necessarily 
Involved in socially disruptive behavior, nor defined as deviant by his society. Be 
privately sought help from a psychotherapist to alleviate primarily internal distress. 
Referral In the system was via word of mouth, by what Kadushin (1969) calls *'the 
friends of psychotherapy society**. 

Until the CMHC movement began there was almost no overlap between these two 
systems of mental health care. Purthermore, the mental hospital system served the 
lowest 20Z of the population in terns of social competence, while the psychotherapy 
system served the top 20Z. In between, the majority of the population had no readily 
available system of mental health care. 

It is true that an intermediary system had developed - those social work and family 
service agencies that provided psychotherapeutic services to the middle class and the 
working class (Scheidllnger, 1956). However, these services, it may appear, did not 
exert a major Influence on mental health service philosophy, nor gamer significant 
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butaaueratlc support from the psychiatric profassioji or govemmeutal funding agencies. 



Ftarther, both these social agencies and psychiatric outpatient clinics attaclied to 

wre generally well developed only in the targest urban areae, leaving the 

available 

bulk of the population lu our aoaller cities and towns with little y| nental 



health services. 

A inejor consequence of these Incongruities has been an extension of both of the 
previous systems, with one or the other predominating. While the concept of a new 
system of mental health care embracing features of both the mental hospital system and 
the psychotherapy system addressed to the mental health needs of a broad ranga of the 

populace has not been developed. 

Those QIHC developed vlthln the mental hospital eysten tave stresaed prograno 
that aln at social rehabaitation, vhereas CMHC within the psychotherapy eysten have 
at personal change and growth. 

However, both these traditional systems by and large accept a definition of 
professional roles that society has given them. That Is, they accept who society will 
define as a patient, they accept society definitions of mental lUaebSi t^y accept., 
the sanctlcns which society places on the nominated patient, and they aedept the cemands 
which the society makee on their treatment system. In other words, both systems of 

mental health care are unwitting pawns of their society. 

To give examples of each Instance. The CMHC in the mental hospital tradition 
accept patients for treatment that society has defined as deviant and allocated for 
treatment at the CMHC. The major distinctive between the old traditional mental hos- 
pital and the CMHC in this instance Is that the CMHC conducts the same mental hospital 
style of treatment only located in more central community facilities . 

LlKewlse, in the psychotherapy tradition, patients are accepted for treatment 
who volunteer for care and receive traditional psychotherapeutic assistance in a CMHC. 
The major distinctive here is that the psychotherapist is in public pay rather than 
private, and a larger number of persona receive psychotherapy who would not otherwise 

because the referral system is more forcuil and public. 

In wither of these two traditional systems, the use of gaoup treatment methods 
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’ will be In accord with the prevailing tradition. Thua in the mental hospital type | 

CMHC we find groups that promote return to socialization^ whereas in the psychotherapy I 

type CHMC we find groups that provide Intensive psrsoiial psychotherapy. One would not I 

expect to find significant cross-over in the types of group methods used In each of I 

these two CMHC systems. I 

However » the CMHC movement does address itself to both the goals of social re— I 

habilltation and personal psychotherapy. Yet neither traditional system of mental health I 
care provides an adequate conceptual model to mediate both goals. As a consequence we 
are witnessing the development of a new model of psychopathology and a new model of 
treatment Intervention that we shall call the social system model. We can trace the 
development of this model In at least four areas of mental health care: in psychotherapy s, 
in mental hospital treatment, in social work, and in the laboratory group movement. 

In Psychotherapy: 

Psychotherapy was developed within the medical tradition of the late 19th century, 
a very narrow medical tradition in terms of concepts of pathology. Koch’s postulates 
regarding specific germs as the sole etiology of disease was consonant with a view of 
pathology as solely a property of the organism. It took nearly 50 years to develop a 
pathology of organism in environment as more adequate description of pathology. 

Similarly, at the turn of the 20th century psychology was the study of Individual 
minds. It was not until nearly 50 years later that social psychology was to emerge as 
a definitive discipline, and for such concepts to be applied to clinical theifory. 

Thus it Is understandable that psychotherapy began as an individualistic enter- 
prise, based on an individualistic concept of psychopathology and an individualistic 
concept of treatment intervention. 

The first step away from an individualistic orientation came with the development 
of the child guidance movement in the 1920 *s where the parents were Included in some 
adjunctive care, along with the "sick" child. The second step came with the development j 
ef group psychotherapy in the 1930*s, which began as a treatment of individual sick 
patients to a group, and by the 1940 ’a had moved toward a group process orientation of 
treatment of all persons simultaneously ^ the group. The third step was the introduction 
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of fanlly therapy in the 1950»s. Family therapy now Included "patient*** and •’non- 
patients”, and Included people who were related to each other and lived with each 
other. The fourth step in the early 196Q*c was the introduction of multiple family 
groups and married couples groups, that mtod related and non-rel&ted persons. The 
fifth step in the mid-1960*8 was the movsnient of treatment, both individual and family, 
from the office into the home, where tho therapist or teams of therapists were faced 
with a more permeable social system in 19s natural setting* The sixth and final step, 
occuring In the late 1960’s has been the devalopmeat of social-network therapy where 
the focus 1« on the social system of the nominated **patlent” or family, including 
friends, kin, and others in a functionally related network of relationships. Thus 
psychotherapy has moved from the individusl as a focus to the social system as the 
focus for both a definition of psychopathology and a definition of intervention. 

In the Mental Hospital Treatment System; 

Treatment within the mental hospital system desmonstrates a similar progression. 
Modem treatment beyond custodial care, began with individual psychotherapy of patients 
living In the hospital. Then came the introduction of open-door policies with social 
activities that might be/ termed a therapeutic milieu. This was followed by patient 
psychotherapy groups and patient self-sovenanent groups. And finally the full develop- 
ment of milieu therapy, that is, the deliberate management of the entire social system 
of the hospital in which the psychotherapist does not treat a specific patient, but 
focuses on directing the social system so that it will operate in a therapeutic fashion. 
This shift has been so decisive that some would not call this psychotherapy, but 

rather socio-therapy. 

In the Social Work System: 

social work in the community was case**work, that is, the identification of 
persons In distress. Case-work was directed toward helping individual persons 
with their rent, child— care, food, jobs, etc. The second step was the development of 
local community groups to solve problems-ln-common, or the nurturance of natural commun- 
ity groups. This was the classical group-work approach. Tlie third step has been in 
the area of social work called coEsnunlty organisation. Here the alia is to intervene 
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In the entire social systeti of the community; to launch broad-scale social action 
programs aimed at chr>nging basic social programs 9 social policies, and social organi- 
sation of an entire communit 3 % 

It should be noted that the above sequence in social vork deals only with those 
^ 0 yetlopoient 8 perhaps most unique to the social work tradition, and not to the develop- 
ment in social work where the profession appropriated techniques of individual and 
group psychotherapy from with the psychotherapy tradition isnder discussion here. 
(Scheidlinger, 1958) 

In the Educational-Organisational OTIi System: 

The HTL expcrltaents in adult education began with tha aim to assist people in 
conmunlties to work together in a more democratic and humanistic fashion. The first 
attempts in the ETL laboratories centered on bringing individuals together in groups 
that would foster individual awareness and growth. Although the Individual experiences 
were exciting, it was found that when the individual returned home to his community or 
job his newly learned behavior wae quickly vitiated by the ongoing pressures of his 
social system. The next step was to bring people from the a€une community or company 
together for individual growth experiences at the HTL laboratory. However, then this 

group returned home, even with mutual reinforcement, their large aocial systems 
quickly brought pressures to bear that subverted their newly formed behavior patterns. 
The final step has been to move the eduGatJ.oaai experience from the laboratory to the 
natural community or company setting. There Intervention training is carried on in 
the context of the ongoing social system, with intervention aimed at the entire social 
system, and not just at individual members of the system. 

Now the Community Mental Health Center movement was launched with a mandate to 
coordinate and integrate mental health services that embrace features of the psycho- 
therapy system, the mental hospital system, the social work system, and the educational- 

V 

training system, hence the use of the term ^comprehenelve” center. 

Such integration and coordination cannot be achieved, however, wlthoet an em- 
bracing conceptual approach. The ao-callcd "team approach" does not guarantee inte- 
gration, and may more often than not only produce competition. Further, clinicians 
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from each of the above four systems have usually had little experience in any of the 
other systems save their own* And finally* most clinicians within each of these four 
systems has typically not moved to the social system orientation described above as 
the end-product of each system’s development* Therefore* It Is not surprising that 
the CMHC do net present a coherent concept’jel system of operation that embraces the 
social system characteristics of each of the above four systems* 

This discussion Is Intended to briefly sumniarlse a comceptual model of CMHC as 
an Institution that Is self-consciously aware of Its place In the community social 
system, and deliberately deploys Its programs In terms of various levels of social 
system interaction* (Attneave* 1969; Averswald* 1968; Klein* 1968; Hoffman & hong* 1969 
Peck* 1953; Speck & Riievenl* 1969*) 

Conceptual Models of CMHC and the Use of Group Ifethods* 

If we analyze the conceptual philosophy of a CMHC along the continuum from the 
traditional individualistic approach to the social system approach we may observe that 
use of different group methods will be contingent upon where the CMHC lies along the 
continuum* 

The CMHC operated along the moat individualistic lines views mental Illness as 
primarily an Intrapsychlc process for which personality reconstruction Is the major 
goal of tematment* In such CMOHC we find the use of those group methods which are pri- 
marily aimed at personality reaturcture* These would primarily be Intensive long term 
outpatient groups* We do not find Inpatient programs that systematically employ soelo- 
therapy* Intake groups or supportive groups* or groups that aim at primatlly strength- 
ening family and social relationships* 

A more mediating position would he these CMHC that conceive of mental dysfunction 
in a broader context and seek to develop treatment programs that Involve significant 
others such as family and social relations. In these CMHC wef find programs aimed at 
social rehabilitation and Increased life effectiveness. Here we find an emphasis on 
Inpatient aoclo- therapy, pre~care and after-care groups* intake groups* and various 
types of family therapy and social network therapy groups. In such CMHC there may be ^ 
a wide variety of groups that atm at social rehabilitation at various stages of the 
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social rahabilltation procciss, with perhaps less emphasis os even neglect of long term 
intensive group psychotherapy. 

At ths end of the spectrum are those CMHC that view their task as addressing the 
social proteases of the coo8aunity~"the manner by the mentally ill are defined* how 
social deviants are funnelled to var.iot^e institutions of the conniunlty* the social and 
cultural processes that are the axtlage of deviance. Such CHHC nay well employ group 
methods that embrace larger community groups* community groups, natural groups in the 
community, task groups, social action groups, and various types of groups for "normals*' 
that will motivate and catalyse people for community action. These latter types of 
groups would be seen as social action groups <> (Klein , 196B; llays & Klein* 1964; Peck, 
1968; Scheidlinger, 1968, 1969) • 

The majority of CMRC fall wi.thin the individualistic concept end of the continuum 
as represented in our survey. Thus it is not surprising that we find most CHHC not 
utilising the broad range of gcnmip methods that are available in our group methodology 
arraementarium. Interestingly, those C^iHC that tend to lie at the end of the spectrum 
that Involves social system intervention employ the most varied group methods that 
range from intensive group psychotherapy to community social action groups. 

These variations in philosophy arc reflected in the various reasons tbb QOIC 
list for their use or non~u8e of group methods in their programs. First, we shall 
look at the advantages reported in the use of group methods in CHHC. These cen be 
listed In three eategoriis: (1) pragmatic advantages, (2) individual advantages, (3) 
system advantages. These will be summarized with quotes in many instances. 

' Pragmatic Advantages 

1. saves time because more people can be treated 

2. it is a more effective and efficient use of staff time 

3. is the method to use because of treatment demands, but not preferrable 

4. you accomplish more par unit time 

5. supplements individual therapy by giving a different point of view 

6. Is an effective intervention when there is marked social dysfunction 

7. less esspenslve 
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easy access 



Individual Advantages 



lo forces a person to see probiisas he doean^t want to face 

2« a person tM confronted with his behavior and ©"valuation bj? Ills pssrs 

3. helps the introvartad and toeiaxly repressed 

A, provides an ago boost through helping others and seeing their troubles 

5c enhances individual awareness of feelings, problejas, and blaeae 

6. opportimlty to explore Interpersonal relations, eseprase feelings, and practice 
xBodiflcations of he&avlor 

7» is Rore insight^^riented than individual therapy. 
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S yatam Advantages 

1, with an eaphasis on current functioning it provides the ability to deal with 
problflsis^ as they occur, and toakes laeatSE health processes a living thing for 
the total staff 

2, group laethods are basic to a treatment progran which requires the maxinum 
of clarity of coiiaaunlcafeton between staff, patients, and progran alms 

3, emphasis on current behavior confronts one with the relationship between 
behavior la treatment and day to day living processes 

A. it Is paramoimt to see the patient sad family in social context and involve 
ourselves in working with families and institutions that effect the patient *s 
life. 

5. the use of group methods allows different staff members to communicate more 
effectively with each other and maintain coherence and congruence. 

6. group esKperience increases the focus of trainees and mental health profcssionails 
on seeing patients in socio-cultural environment in which they live and fosters 
understanding of how the individual transacts within his environment as well 

as hersf he is influenced by it. 

7. understanding group process helps effect change in the CMHC function and 
structure 

8. work with groups in crisis In the community helps to maintain and facilitate 
communication between the coicsaunity and CbQlC 

9. group methods are necessary to provide an effective mechanism for remaining 
open to people in the cociciunity and keeping in touch with the needs of the 
CL' mmnlty 

10. groups are part of the function of a CMKC staff and the community, thus 
effective function of a C!<SHC is dependent on effective group process at 
multiple levels 

11. group methods are the best methods of teaching socialisation and breeking 
down the barriers bstwaen treatment and real life. 

The length of the reasons given does not indicate the relative emphasis given 
to group raethode by OTC, th© vsosjt fraqaent advantages listed for group methods 
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were prlaarily pragmatic ones, llhereas the aystaaatlc advantages were moat infre- 
quently listed. IntercstirAgly^ these CMHC which Hated pragroatic advatstagea used the 
fewest group® and used the least niisber cS different groups. On the other hand» those 
CMHC that Hated system ad'^aatagas used the most groups and used the most nismber of 
different groups. This lo llluetratsd by seme figures from total patient service 
heuree hours— several CMC listing pragzs^tic advantages offered 5X and 8% total group 
treatments while one CMHC listing system advantage offered 70% of total treatment in 
group settings. 

Turning new to the disadvantages of using group methods in CMHC we find that the 
seasons listed often appear to be ideological issues , since respondents rarely mentioned 
clinical experiences that suggested disadvantages. Again the disadvantages will be 
listed very much as reported: 

1. shortage of qualified personnel who know how to conduct group treatment 

2. selection is too hurried » leading to poorly matched members 

3. groups should be at least 6 months long and need time to get set up 

4. bard to form baceuse of the crisis-orientation of the CMHC 

5. transiency of patients who don't stay in treatment 

6. it inhibits individuality 

7. it gives the impression of mass production 

8. it is impersonal 

9. issues get lest in a group 

It should be noted that a number of respondents stressed that although they 
favored group i^thodsy they did not see group methods as a paTiecea, or that they were 
selective in the type cf. tneatment offered. This is noteworthy in that there was a 
tendency in some respondents to polarise attitudes towards the use of groups. Some 
respondents occassionally replied that groups ware an inferior, Inadequate, superficial, 
or irrelevant mode of intetvention. On the other hand some other respondents were notl— 
eaably "pro’* group. Thus in the c«umity mental health movement there Ic some continu- 
ation of an earlier ideological conflict of past decades which pitted individual therapy 
and group therapy as two opposing ideological positions. Most CMHC however do not see 






an ideological conflicfc ba&wean H individual and group oriented modalities of inter* 
veation. There more significant difference ixi the coiasiualty mental health novement may 
be bet'wees thoso who view group sstliods solely a maano of psychotherapy of idenus.** 

£ied patients and those who view group methods as a more smhraaing mear4S of therapeutic 
intervention. 

Conceptual lasaes Related to Implementatioa of Group 24atho-dj3. 

In regard to particular po-pulatisa consideratioris several isaues raised in 

j 

thla survey. An important issue has to do with the use of group methods in email ' 

towns* end in rural population areas. There ware & variety of responses &q to the advan- 
tages and disadvantages of group methods in such settings. However, there Is no doubt 
that in these rural settings the conduct of gsjoup therapy may pose different problems 
than In a Isrg® urban areso 

Soma CHHC reported difficulties in doaclucting groups in rural araae for several 
reasons: 1« people in a group often kssK? each other, 2. people in a group were re- 

luctant to deal with each other for fsar 6f possible betrayal of confidences through 
chains of acquaintance, 3. small patient intake volume making It difficult to sccumidate 
a number of people for a group, 4* transportation dirficuJvtiss making difficult to 
maintAin consistent meetings. 

On the other hand a number of rural Ci'IEC reported that anticipated difficulties 
in developing group methods did not materialise p cr that th® inherent 

difficulties could ha successfully dealt with. Saverel OSHC reported their plsai^aat 
surprise to find how wall group methods worked la rural areas, some even taking advan- 
tage of the fact that there vreTQ ertra-group relationships that existed between members. 

Other rural CliHC havs made a practice of purposely structuring groups that compriae 
people in a eocial network~~-thus approximating the experiments in social nettjork therapy 
that have been deliberately devised la nom© urbsn programs. 

A second population issue that lias been debated is the use of groups with 
populations comprised of the poor, ethnic m?-noritiec, and the socio-economic disen- 
franchised groups. Most C^2iC did not report on this concern, although several noted 
that group methods were a treatment of choice in ouch populations. Although there is 
considerable literature on difforancco in techniques and gosls for psychotherapy of 
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the poor, etc. this has laoasly dealt with Individual psychotherapy. One area of 
inquiry that Bsexns indicated is the variation fin group methods and goals for various 
30ci-«conomic class, racial and ethnic groups, and work with various types of people 
classed as social deviants. 

Another issue that appeared is the question of staff participation in group treat- 
ment methods. Some CMHC define group methods as part of the province of all CMHB staff. 
Other QiHC defiiie group methods as an elective which a professional iM can use or not 
use according to personal preference. Still other ©IttC tend to assign certain types of 
professionals as responsible for group methods? while the rest of the professionals need 
net concern themselves. 

Turning now to the ten major sarvides of a CMHC some further issues may be examined 
in regard to each service. 

On inpatient servides there is wide variation in the approaches used. Some CMHC 
use group methods as an adjunct to traditional Individisally oriented psychotherapy for 
patient resident on a ward. Other CMHC use groups as a means of introducing patients 
to the Idea of group therapy so that the patients will be receptive to outpatient follow- 
up group treatment. Other CMHC see hospitalization as an experience in group living. 
Hovever, here there are also marked variations in conceptual position. For example, 
aceorAing to Maxwell Jones' model of milieu therapy the whole gamut of daily interaction 
is dealt with patient-staff meetings. In contrast Marshall Fdelson would make a 
sharp distinction between therapeutic issues and dally work-task issues. One issue 
raised by several obsarvers is that r^y inpatient group progsams are conducted with 
little attention to the conceptual issues involved. Foj example, are small intensive 
therapy groups appropriate in an intensive milieu program. Or to what degree and in what 
way should staff and patients be dealt with as a social system. It has been obaesved 
that most mental health professionals receive little training in the types of social 
system group methods of treatment, and some observers suggest that much of inpatient 
group treatment Is inappropriately managed because the staff have little training or 
orientation toward any other than traditional staff-patient relations 

In regard to outpatient services the major conceptual issues seem to relate to 



the emphasis CMHC programs will place on maintenance and supportive types of group 
methods or upon group methods aimed as restoration of social function and social 
relatione. At this point in timss. the conceptual balance appears to lie in She use of 
group methods aimed at personality reconstruction and laueh less emphasis on limited 
goals, malntanance and restoration goals. Implicit here of course Is the question of 
mental health priorities in a conanunity, the usa of professional time, and the appro- 
priateness of servicee to the needs of a community* It may well be that there will be 
significant variation in goals and priorities in iMMii various communities, and that 
group methods would vary accordingly. Thus a CMHC serving an affluent stable suburb 
might well differ markedly in the demands made upon in from a CMHC serving a ghetto 
coamualty. However, the differences in philosophy and methods of a CMHC program in re- 
lation to the conmamity served is not frequently spelled out. 

In regard to partial hospitalisation services the issues are much the same as 
with Inpatient services, and has been noted previously. 

In regard to diagnostic services and emergency services this le an area with 
both a paucity of literature and a paucity of reported experiences. Several CMHC re- 
ported interest in further eicploring the use of groups for these services. In our con- 
tacts, we have observed that these uses of groups are generally much less known in CMHC 
programs. In a number of instances CMHC programs have begun to use groups for dlagnos- 
t5.c and emergency services when apprised of how groups might be used in this area. 

In regard to community consultation and education services, this is an area where 
the majority of CMHC reported a major investment of group related services. It is some- 
what a contrast that most CMHC report a high per cent of their consultation and educa- 
tion activities are group oriented, whereas most of the literature on community consul- 
tation has been written describing Individual dynamics of consultation. Group consul- 
tation is often suggested in the literature, but with few descriptions of technique^ goals 
problems, etc. It Is iti striking that although CMHC report a high level of greup consil- 
tatlon and education, they report a very low level of training in this area. This is 
consistent with some academic training progratas in community cocsultation which have 
Informed us that they focus on the methods of individual consultation but provide no 
training in group consultation, even though the latter may be the bulk of such CMHC 
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activity* 



In regard to t\ik use of groups in staff function relations there are several 
Issues that have been 7?ilsed. One crucial issue is the difference between training 
group axperleaces and tl.ftTapeuCic group espsrieiices » A. number of CMHC report: diffi~ 
cultles that have arifjen b\ cause of confusion between training and therapy both for 
their own staff and in work In the coismuoi-ty* This 5-s compounded by the fact that 



there is a current rapid proliferation of various group experience methods which has 
resulted in a number of CMHC r tporting experiments ^.?ith a variety of group experiences 
without any consistent focus or contract — -rathar a pig-ina-poke problem. Several ob'- 
servers have suggested that ?aore attention neads to be given to dearly defining and 
providing group training experiences for CMHC staff as well as structuring group methods 



for maximising staff work fimctlorfij but clearly differentiating between them. 

The same problem obtains in regard to work in the community. Many CMHC and our 
observers have commented that a cojieiii problem encountered In the transliteration of 
group treatment methods into work wit.\ other types of groups in the community. It hea 
been noted that mental health professionals rarely have systematic training In anything 
other than intensive small psychotheraiy groups. However such methods appear inappro- 
priate in the conduc t of many other types of group methods used in CMHC programs. 

There appears to be a lack of any cohereut conceptual system widely known which will 
provide CMHC staff with a framework for u.',ing a variety of group techniques for a variety 
of purposes. That is, the training of CMHC personnel in a broad array of group methods, 
so that they are In a position to make selective use of group methods accordxng to the 
needs of a variety of groups. 

The Social System Model of Intervention and Group Psychotherapy 

With the development of the social sys :em model approach to therapeutic inter- 
vention in mind, we can now return to examine the use of a variety of group methods 
in CMHC as they relate to group psychotherapy, per se. 

I would like to suggest that in terms of social system concepts, group psycho- 
therapy as defined by the AGFA commission., represents one position of intervention (or 



a close cluster of positions) along a spectrasa of interventions* In this perspective 
then, a variety, of group methods^ group goals, group members, and group laaderc may 
be employed in the social’ system that we term a community mental health program* How 
close or distant a particular group Intervention is to the derlnition or group psycho- 
therapy becomes irrelevant . Rather, the issues turn to those of appropriate selection 
of group members, techniques, goals, and leaders, according to the point in the social 

eystsm one plans to intervene and to what purpose. 

Several examples may illustrate the above general principle. Along the therapeutic 

spectrum, a dlagnootlc group may be uaed In the Initial asaessment of a preeenting 
patient; latex the patient may be pieced in an activity group on a war<?; later placed in 
an Intensive iHi outpatient psychotherapy group, and evanttuaily participate in a self- 
help group In the community. 

Along the education spactniiR, one may employ group dynamic principles In leading 
educational meetings In the community, different methods in helping orgenlse a community 
action group , other group principles in conducting consultation with a group of care- 



agents in the connnunity. 

Along the administrative spectrua, ons may use group dynamics in therapeutic 
administrative work much as conducting a therapeutic community, or deal with the dyna- 
mics of a profeseional work team, or if utilized group methods to Investigate and conduct 

consultation with a coramualty erganisation. 

The unitary thesne that runs throughout this analysis is that each indivldial 

is part of an ever-enlarging aeries of social systems. Intervention will be made in 
terms of the goals (therapeutic, educative, work-task) and in terms of optimal point 
of intervention (the individual alone, or with one of the levels of social system). 

Group psychotherapy, in AGFA definition terms, is an Intervention made in terms 



of a specific goal (therapy), at a specific level of intervention (individual), using 
a method Involving a specific social system (small group) • Other group methods In a 
community mental health program will vary closely or widely on each of these dimensions 
from group psychotherapy. 

III. IMPLICATION'? FOR CURRENT TRENDS AND FUTURE ISSUES IN THE AGPA^S DEVELOPMENT 
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The M reJul £3 of this survey suggest that attention be given to the following 



areas : 



1, There is a need for a systeciatiG theory relating to the use of groupo in CbidC. 

2. Tliere is a seed for a systematic conceptual scheme that will provide a frame- 
work for the utilisation of different types of groups approaches. 



3. Most msntsl health professionals lack training in any other than intensive 
group psychotherapy# There is a ueed for broader theorst 2 .cal and technical 
training in a gamut of group sK..tlxs« 

4. Host isental health professionals do not receive adec|uate training In group 
skills in their professional schools « There is need for such training. 

5. There is a need for clarification of whst typan of mental health personnel 
are needed to practice particular group methods = 

6. There is a need to astplore how the use of group methods and techniques may 
be related to the population character5.stics of a community. 

?• There is a need to define what types of group grow.ith and isaintenanca exper- 
iences should be provided for the staff of GMHC in terms of fostering pro- 
fessional maturity and ccapetence, as well as, capacity for effective 
group leadership. 

8. There is a need to give more consideration to group consultation and education 
skille. 

9. Tnera is s need to develop clinical experiments with diagnostic and emergency 

groups. 

10. There is a need to explore how Che use of group methods may ba used as a means 
a maximising CMC staff function apart from personal and interpersonal issues, 
i.e. the development of work-task staff groups. 

The most Important implication M this data and discussion may have for AGFA is 
to suggest the broadening scope of the mental health therapeutic systems. The group 



psychotherapy movement, and AGFA, grew ott of a larger social and therapeutic movement. 
(Pattlson, 1969) To focus exclusively on group psychotherapy, per the AGFA definition, 
may unnecessarily constrict the contributions, both theoretically and therapeutically, 
which AGFA can make to the therapeutic field, and most particularly to the community 
mental health field. 

To approach the Issue in reverse. A major function of AGFA may be to more clilearly ' 
define where group psychotherapy should be positioned in a spectrum of group inter- ^ 

vention methods, and further, help to more clearly define how, when, where, and v?hy ” 

other group intervention may be appropriately used. ’ 

Tl»e second implication is the demonstrated need for a broadened scope of training. ^ 
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Training in group psychotherapy per se does not necessarily, and probably will not, 
adequately equip the practitioner to analyse social systeas and be able to select and 
use appropriately a broad array of group interventive techniques. The highly skilled 
group expert of practitioner may not use all group methods himself, however he should 
be in a position to teach, supervise, and administrate a ^ylde variety of group inter- 
ventions in a community mental health program. 

The third implication la the need for skilled clinicians who can assume positions 

of reeponsibility for programming, teaching, and supervision, of group Intervention 
methods In community mental health programs. Despite the relatvlely widespread accept- 
ance and use of group psychotherapy, the broader concepts of group Intervention have 
yet to make a significant Impact on community mental health programming, the very 
place tdiere such concepts assume the highest theoretical and practical priority. 

The fourth Implication is the need for professional leadership, to establish 
training guidelinea. conceptual guidelines, andpractlce H implementation guidelines. 
The group psychotherapy movement has provided much of the groundwork for the develop- 
ment of community mental health concepts. It would appear that it would be logical and 
consistent for the AGFA to continue to exert creative growing leadership throughout 
the whole area of group Intervention thchniques, realitlng that at the care lies the 
foundations of group psychotherapy upon which extension of group methods can be built . 
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